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The focal point of health care delivery has traditionally been 
the face-to4ace interaction between the patient and physician. 
Elements of this interaction that have set it apart from all other 
social and business transactions include: 
1. A detailed history that includes many personal and private 
elements--this necessitates confidentiality. 
2. A thorough physical examination. 
3. Discussions of disability and death that directly relate to the 
patient. 
4. Diagnostic tests and therapeutic nterventions with which 
the physician is directly or indirectly involved. 
5. An atmosphere of respect for individual dignity, as manifest 
by trust, compassion, humanism, professionalism and high 
moral and ethical standards. 
In recent years, a number of forces have combined to 
devalue and diminish the doctor-patient relationship. In some 
cases, the time crunch has trivialized it. Some health mainte- 
nance organizations (HMOs)/managed care groups have allot- 
ted up to 10 minutes per patient. In this time slot, only one 
complaint can be evaluated; other 10-minute appointments 
will be required to handle each additional complaint. This 
assembly ine approach may be cost-efficient, but it will destroy 
any meaningful doctor-patient relationship. 
Increased utilization of technology has also contributed to 
reduced interaction with the patient. The "power" of echocar- 
diography, magnetic resonance imaging, computed tomogra- 
phy, stress tests, blood tests, etc., has allowed the physician to 
spend less time with the patient and to order some of these 
"tests." In fact, some patients equate the use of advanced 
technology with "good" care and may be disappointed, sur- 
Address for correspondence: William W. Parmley, MD, Editor-in-Chief, 
Journal of the American College of Cardiol~(t,v, 415 Judah Street, San Francisco, 
California 94122. 
prised or concerned if a thoughtful physician does not order a 
battery' of tests. 
Cost containment has placed another element directly in 
the middle of the doctor-patient relationship. When the 
physician is an agent of a medical plan, the interaction is
tempered by the pressure to reduce the number of tests and 
minimize the cost of therapy. This can lead to a powerful 
conflict of interest for the physician, whose year-end bonus is 
dependent on ordering fewer tests and selecting less expensive 
therapeutic options. There are many problems with this trilat- 
eral "doctor-patient-society" construct, although it may rep- 
resent he pattern of the future (1). 
Lack of continuity of care will also adversely impact he 
doctor-patient relationship. If patients ee different physicians 
at different imes, it may be impossible to build the necessary 
trust and confidence that are essential for a long-term benefi- 
cial relationship between an individual patient and "their" 
doctor. 
Given all of these pressures, what are the appropriate 
elements of a good doctor-patient relationship? Attempts are 
being made to characterize and quantify this interaction (2). 
These have generally involved quality of life or patient satis- 
faction studies. While somewhat separate from outcomes 
research, these studies may help to better understand the 
feelings of patients. Certainly, corporate marketing is most 
interested in this kind of data. 
To my mind, the doctor-patient relationship defines the 
uniqueness of the medical profession. It can be the most 
rewarding element of medical practice. Nothing is more satis- 
fying than to "help" an individual patient and receive their 
heartfelt thanks. I would suggest that attention to the following 
elements may help us preserve this vanishing interaction: 
1. The patient is a friend. Although we must not compromise 
our professional relationship with our patients, we must also 
regard them as friends. It is helpful to know more about he 
patient han just their medical history. People are the most 
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interesting and fascinating part of our world. Interest in 
them as "friends" will cement a mutually rewarding rela- 
tionship. 
2. The laying on of hands. Appropriate physical contact with 
the patient during physical examination is a powerful force 
for healing and bonding. Although we must be careful never 
to step outside the guidelines of professionalism, we should 
utilize this simple way of reassurance, concern, competence 
and humanism. 
3. Appropriate and sufficient ime. This is one of the most 
difficult goals to achieve because of the time pressures of 
current medical systems. Nevertheless, the patient must 
"feel" that we have spent quality time together and that we 
will take the time to answer all their questions, even if by 
telephone. Because we are not always available, patients 
must understand our alternative arrangements for providing 
information or health care. 
4. The dignity of the individual and the right to free choice. We 
must communicate our respect for each person as a unique 
individual and understand their right to determine what is 
done to and for them. We need to clearly outline options 
and help them understand the consequences of their 
choices. 
5. Humanism and compassion. All health care professionals 
need to understand the importance of these elements. All of 
us who have been recipients of health care in the hospital 
. 
can relate to the critical part these elements play. The 
helpless feeling of dependence that a patient admitted to 
the hospital experiences can be greatly alleviated by a 
compassionate, caring physician or nurse who has the ability 
to relieve anxiety by a caring look, word or touch. 
A positive attitude and sense of humor. Although we must not 
falsely reassure patients, apositive attitude is very helpful in 
transmitting confidence to a patient. Similarly, an appropri- 
ate sense of humor can frequently lift a patient's morale and 
help them feel better. We must attempt o make patients 
feel better at the end of the encounter than they felt at the 
beginning. We certainly want to avoid a "gloom and doom" 
mentality whenever possible. 
In summary, in an age of technology and cost management, 
the traditional doctor-patient relationship is eroding and may 
be unalterably changed. I personally hope that we can retain 
the best elements of this relationship, and teach it to trainees, 
in order to preserve this most satisfying aspect of our profes- 
sion. 
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